Salivary gland tumours are a group of neoplasms with considerable heterogeneity regarding their histology and biological behaviour. Warthin tumour (WT) is the second most common benign parotid tumour. Options for tissue diagnosis include fine needle aspiration (FNA) and ultrasound-guided core needle biopsy. Complications related to FNA are rare. We present the case of a 49-year-old man admitted with parotitis after FNA and discuss management and an alternative investigative approach when WT is strongly suspected.
INTRODUCTION
Salivary gland disease is usually classified into three groups: infectious, inflammatory or neoplastic. When neoplastic causes are being considered, tissue diagnosis is required to determine whether the tumour is benign or malignant. Gold standard options include fine needle aspiration (FNA) and ultrasound-guided core needle biopsy. Some authors consider Warthin tumour (WT) to be a specific histological entity as it consists of epithelial cells (transformed into oncocytes), myoepithelial cells and a dense lymphoid infiltrate [1, 2] . Patients typically present with painless parotid swelling usually located in the tail of the parotid gland, with palpation showing a cystic texture. WT occurs more commonly in the fifth and sixth decades of life, with a recognized male predilection. Complications following FNA in this setting are rare, but haemorrhage, facial nerve injury, cellulitis at the puncture site and, less frequently, parotitis can occur.
CASE DESCRIPTION
A 49-year-old man was admitted to our internal medicine department with complaints of acute swelling and severe tenderness of the parotid gland accompanied by skin hyperaemia, which had started 1 day after FNA. His temperature was above 38.2°C. There was no exudation of pus. Apart from the FNA procedure, there were no other predisposing factors for hot/tender parotitis, such as trauma, stones in Stensen's duct, dehydration, poor oral hygiene or previous surgery. Since acute parotitis is most commonly due to Staphylococcus aureus and mixed oral aerobes and/or anaerobes, the patient was treated with intravenous antibiotics (amoxicillin-clavulanate and clindamycin) for 10 days and then continued with oral antibiotics for an additional 2 weeks. The parotitis completely resolved. The final diagnosis was WT (Fig. 1) . Figure 
Histology (haematoxylin-eosin at 100× magnification) of the papillary elements lining cystic spaces in lymphoid stromaglobules (arrow head)

DISCUSSION
Complications following FNA are infrequent, and reports in the literature are sparse [1] [2] [3] [4] . Some authors suggest that the inflammatory process in WT is due to its histology combined with a poor blood supply, making it susceptible to inflammation and infarction [1, 2, 4, 5] . As in the present case, reports in the literature consider FNA to be a traumatic event which increases the risk for clinical parotitis. Although the gold standard for the tissue diagnosis of parotid tumours is biopsy, many authors suggest that in the setting of a strong suspicion of WT (after exclusion of malignancy based on patient history, symptoms and physical examination), the clinician approach diagnosis with combined imaging modalities such as computed tomography (CT) and magnetic resonance (MR) [6, 7] , in order to avoid unnecessary biopsy, thus avoiding risks related to the procedure. As WT is benign with an extremely low incidence of malignant transformation, some authors advocate conservative management with follow-up imaging. CT and MRI help to differentiate intra-and extraglandular locations and detect local invasion and nodal and systemic metastases. In this approach, both parotid glands should be evaluated since WT can be multifocal and bilateral, which is rare in malignant histological tumour types.
